Background: We report an economic analysis of Human Immunodeficiency Virus (HIV) care and treatment in Indonesia to assess the options and limitations of costs reduction, improving access, and scaling up services.
Background
The face of the HIV/AIDS epidemic in Indonesia is changing. While the epidemic started among injecting drug users, now it is shifting towards the general population. The percentage of HIV transmission through injecting drug use decreased from 13 % in 2010 to 7 % in 2014, and heterosexual transmission increased from 31 to 52% during the same period [1] .
Indonesia's national response to the epidemic focuses on a wide range of programs, including continuing support for care and treatment programs [2] . The need for antiretroviral therapy (ART) is expected to increase from approximately 30,000 patients in 2008 to almost 87,000 patients in 2014 [3] . However, only 24 % of people living with HIV (PLHIV) who are eligible for treatment in Indonesia receive ART which indicates the need for the government to increase ART services, and puts pressure on the already-constrained budget for HIV/AIDS control in Indonesia [4] . The guideline for providing ART in Indonesia has also changed. Since 2011, the treatment was given to patients with CD4 cell count of less than 350 cells/mm 3 , with the exception of pregnant women with HIV, babies born from women with HIV, and PLHIV with TB and Hepatitis B who are not yet on ART (these PLHIV received ART regardless of their CD4 cell count) [5, 6] . In 2014 this guideline was revised. While the CD4 cell count cut-off remained the same, the list of groups of PLHIV who are eligible for ART regardless of their CD4 cell count were extended. This now includes PLHIV with Hepatitis C, children under five with HIV, high risk groups with HIV, serodiscordant couples, and PLHIV living in a region with increasing HIV epidemic [7] . In this respect, the information on costs of HIV treatment becomes even more important.
There is an urgent need to address the following research questions. First, what are the present treatment costs per person per year, by time of treatment and stage of disease, and is there any potential to reduce these costs? There is very little evidence on this question from the Indonesian context. Yet, in recent years, much evidence has become forward from African studies. For example, a recent multi-country study including 161 facilities has shown that facility-level ART costs on average $208 per patient-year across Ethiopia, Malawi, Rwanda and Zambia. Costs were higher in South Africa, at $682 [8] . Another study, using multiple independent mathematical models in four settings-South Africa, Zambia, India, and Vietnam-concluded that early initiation of ART (at CD4 levels ≤500 cells/μL) is more costeffective than late treatment [9] . Also, there is (limited) international evidence that delivery of ART is less costly at the community level than at the hospital level [10] . The limited Indonesian data that is available suggests that the use of less intense diagnostic and treatment procedures might lead to cost savings [11] [12] [13] ; however, this data has not been placed in the context of total treatment costs.
Second, what are the costs of scaling up ART? International evidence suggests that cost increases stemming from increased patient numbers can partly be offset by reduced average treatment costs as patients are treated earlier [14] ; however, there is no specific evidence for Indonesia to support this hypothesis.
Third, what is the financial burden of patients accessing care? Although international studies have shown that the financial burden on patients may constitute a barrier to treatment [15] and may affect adherence and retention to treatment (unpublished data [13, 14] ), available evidence from Indonesia stems from a single study only [16] . This paper presents an economic analysis of the provision of ART and care for HIV/AIDS patients from both the health care provider and patient perspectives. It presents a cost profile differentiated by initiation of treatment at different CD4 cell count levels; time on treatment; cost components (e.g., drug and personnel costs) for HIV care and opportunistic infections (OIs); and finally patient costs of seeking and undergoing care. We believe our approach is unique in the context of Indonesia and Asia and can be generalized to other settings with similar HIV/AIDS epidemics and health system profiles.
Methods

Study setting and study population
The study was conducted in Bandung, at an HIV/AIDS clinic in the largest public referral and teaching hospital (Hasan Sadikin) in West Java province (43 million inhabitants). The clinic is visited by high risk groups and the general population, and delivers HIV-related services such as voluntary counseling and testing, ART, and sexually transmitted infections services. The clinic operates at full capacity because it is among the few clinics that deliver ART in Bandung. The clinic generates its own revenues through government, hospital, and private funding; ART-related services are free, except hospitalization and the registration fee.
The study included all records on inpatients and outpatients starting ART in the clinic between 2008 and 2010. The study population was divided into five groups by CD4 cell count: 0-50, 50-100, 100-150, 150-200, and >200 cells/mm 3 . The starting point of every patient initiating ART was uniformed as month 1, and patients were analyzed at 6, 12, 18, and 24 months on ART. We also observed the pre-ART period when patients received HIV care and treatment but had not yet initiated ART, which ranged from 1 week to 6 months before treatment initiation. Based on these starting points, each patient's treatment pattern was tracked from available medical and financial records and all costs were calculated. Patients were required to visit the clinic monthly to take their antiretroviral drugs (ARVs), and undergo CD4 cell count, viral load, and routine laboratory tests approximately every 6 months.
Data collection and cost estimation
The cost estimation was divided into health care costs (costs related to the consumption of resources in the health care system) and patient costs (costs falling on the patient for seeking and undergoing care). Health care costs were divided into hospitalization, outpatient visits, OI treatment, and ARVs, as well as CD4 cell count, viral load, and routine laboratory test costs. The microcosting approach [17] was used to calculate the unit cost of an outpatient visit and OI treatment. All resources consumed, prices, and salaries related to service utilization were listed and estimated based on clinical records, pharmacy databases, staff interviews, government price standards, and hospital or market prices.
Outpatient costs were calculated based on the total recurrent and capital costs of the clinic. Recurrent personnel costs were estimated based on actual wages or government salary scales [18] . Other recurrent costs (e.g., administration goods consumed during the observation period) were estimated using both actual and market prices. Capital costs included trainings and workshops attended by the clinic staff, and unit costs for organizing these activities were obtained from the actual budgetary or governmental records. Market prices were used to estimate other capital costs, including equipment, furniture, and start-up costs (e.g., renovation costs, if applicable). Capital costs were subsequently annualized on the basis of the lifetime of the capital items, using a 3 % discount rate [17] . We omitted the cost of utilities (i.e., water and electricity). This result was then multiplied by the proportion of time allocated by the clinic to deliver ART, calculated through a separate time motion study in which we observed (in a week time, within the clinic) all clinical activities and calculated the amount of time spent on ART-related duties per week by the clinic staff. The total outpatient visit cost was then divided by the number of total outpatient visits to obtain the unit cost per outpatient visit. Patients registered as outpatient were never also registered as inpatient in the same period. For example, a patient who is registered as inpatient in a certain month may be registered as outpatient in the next month, but never at the same month. The details of the outpatient cost are presented in the Appendix: Table 6 ).
The OI treatment costs were calculated based on the medical resources consumed by OI treatment (e.g., drugs and equipment), excluding hospitalization. Medical records and the physician's patient database were used to estimate resource utilization, and the official hospital prices issued in 2011 were used to calculate the unit costs of drugs and equipment. We obtained the unit cost of OI treatment by dividing the total cost of OI treatment for each CD4 cell count group by its population. We were unable to retrieve data regarding the specific OIs that drugs and equipment were used to treat. The average unit cost of OI treatment is presented in Appendix: Table 7 ).
Because the data was limited, we did not perform microcosting when calculating the costs of hospitalization, ARVs, or laboratory tests. We used the World Health Organization's Choosing Interventions that are Cost Effective (WHO-CHOICE) estimates [19] to estimate the per day inpatient hotel cost, which we then used to calculate the total hospitalization cost. The WHO-CHOICE estimates for inpatient cost include items such as personnel, capital, and food costs, and exclude drugs and diagnostic test costs. The prices of ARV drugs (except for Tenofovir) issued by Kimia Farma (a national pharmaceutical corporation) were used as the unit costs of ARVs, while the price of Tenofovir was based on Bender et al. [20] . The unit costs of laboratory tests (CD4 cell count, viral load, and other laboratory tests) were derived from the 2011 official hospital price for each test. The summary of all unit costs used is presented in the Appendix: Table 8 ).
The patient costs were estimated by conducting a survey among 41 patients undergoing ART at the hospital. We collected information including (but not limited to) clinic service fee, travel costs, travelling time, the average number of daily working hours, and monthly expenditures. Based on this information, first we calculated the amount of productive time per patient (in minutes), basically total time spent at work per month in minutes. Second, we calculated patient productivity per minute (i.e. monthly expenditure per minute as a proxy for income/productivity per minute). Third, we estimated the total productivity loss per patient as the amount of minutes spent to undergo the treatment (i.e. time spent for traveling, queueing/waiting, and treatment) times patient productivity per minute. Patients did not have to pay for ARV, ARV monitoring, other lab tests, or OI medication/treatment. To avoid double counting in calculating treatment costs from the societal perspective, we exempted the clinic service fee from this specific calculation (but it is included in the patient cost calculation).
All costs were measured in Rupiah, and converted to US$ using the 2010 exchange rate [21] . Both the utilization and cost data were analyzed using Microsoft Excel 2007. We report the costs from both health care system and patient perspectives, and performed statistical tests to find out the significance of any costs differences between period and CD4 cell count level.
Secondary data related to patients (e.g. ARV and OI drugs intake per patient) were taken from the clinic's patients database (in the form of an Excel file). The database was anonymized prior to analysis (we utilize the patients hospital ID number during analysis), and none of the patients personal identity was published in any part of the study. On the event of patient costs (primary) data collection, all patients were asked to fill in written informed consent forms prior to participating in the survey and the survey was anonymous (no patient names were collected). The survey was conducted by a group of enumerators and authors only received the results. The study was approved by the Padjadjaran University Indonesia, Medical Faculty ethical committee.
Results
Patient characteristics
Patient characteristics are presented in Table 1 . The majority of patients within the CD4 cell count of 0 -150 cells/ mm 3 group are males (151 male, 34 female), while females dominate the >150 cells/mm 3 group (11 male, 16 female). In average, there are more males across the CD4 cell count groups (72 %). The average age of patients across the groups is 30 years old, and the majority are married, employed, and have experience with injecting drug use. The highest education level attained by patients was the secondary level (high school). Table 2 presents the resources used to provide ART. Hospitalization occurred only before ART and up to 6 months after treatment was initiated; the duration ranged from 3 to 20 days. The switch to second line ART occurred in 5 % of patients with a CD4 cell count of 0 − 50 cells/mm 3 and 15 % of those with 50 − 100 cells/mm 3 . Few patients with CD4 cell counts >200 cells/mm 3 were hospitalized and received OI treatment. Details regarding unit costs per item are summarized in the Appendix: Table 8 ). Table 3 details the costs associated with providing ART. Before ART initiation, costs were mainly dominated by laboratory tests (including the CD4, viral load, and routine laboratory tests). After the initiation of ART, costs were dominated by ARV, regardless of patients' CD4 levels. Both total costs and per patient average costs decreased over time after ART initiation. The one anomaly was the OI drugs/treatment cost for patients with a CD4 level of 50 − 100 cells/mm 3 , which increased from US$725 in 1-6 months to US$2099 in 7-12 months. A relatively high CD4 cell count at treatment initiation relates to relatively low costs of ARVs, laboratory tests, and OI drugs/treatment. Figure 1 shows the average costs per patient for different CD4 cell count levels and over time. The highest average costs for 24 months of ART per patient were for patients with a CD4 cell count <50 cells/mm 3 . The distribution of cost is provided in the Appendix: Figure 2 ). The average costs difference between patients undergoing the first 6 months of treatment and the 24 months of treatment is statistically significant within the group of patients with CD4 cell count < 50 cells/mm 3 , 50 -100 cells/mm 3 , and those with >200 cells/mm 3 . The average 2 year treatment costs difference between the patients with CD4 cell count < 50 cells/mm 3 and the groups with higher CD4 cell count is also statistically significant, except with patients with CD4 cell count between 100 -150 cells/mm 3 . The statistical significance test is summarized in Appendix: Table 9 . Table 4 presents patient costs. The average patient costs per visit are US$10 and US$11, for patients with CD4 cell counts below and above 200 cells/mm 3 , respectively. Transportation cost and the clinic fee dominated the costs, while productivity loss accounted for less than 25 % of the total cost per visit. Per visit, almost all patients spent US$2 for the registration fee and US$5 − US$6 for transportation. The mean time to reach the clinic was approximately 1 h (most patients lived < 20 km away) and the average time spent in the clinic was approximately 100 min. There were no major differences in patient costs between patients with CD4 cell counts less than or greater than 200 cells/mm 3 (we did not perform significance test for this due to our small sample size). Most patients in our survey travelled using either public transport (54 %) or motorcycle (42 %).
Resource utilization and costs of providing ART
Patient costs per visit
Discussion
To our knowledge, this study is the first in Indonesia and among the few in Asia [22, 23] to estimate the cost of providing ART. The overall cost profile shows that the total costs and average costs per patient are reduced when patients' CD4 levels are higher at the time of clinic enrollment and ART initiation. In most instances, hospitalization, OI treatment, and ART average costs per patient decrease with longer use of ART. During the early phase of the treatment, the highest costs are the costs of hospitalization, OI treatment, and ART initiation; these costs decrease over time as a result of patients' improved health. This trend is comparable with the results of a study conducted in Southern Africa [24] . These findings lead to several observations in response to the research questions. Regarding the cost of treatment and potential cost reduction, the study confirms the hypothesis that the following measures have potential to reduce cost in ART delivery: 1) Early ART initiation. Most cost items are lower when patients' CD4 cell counts are higher at ART initiation and especially the total cost share of hospitalization and OI treatment was reduced. CD4 cell counts can predict the likelihood of OIs; patients with CD4 cell counts >200 cells/mm 3 appear to be at lower risk for the majority of OIs, compared with patients with <200 cells/mm 3 [25] [26] [27] [28] and this explains our study results. Early treatment is also cost effective in resource-limited settings as well as on the global epidemic setting [9, 29, 30] . Additionally, the NIAID START Trial shows that early ART protects the health of PLHIV [31] . WHO is now preparing for a new ARV provision guideline in which it may recommend an even earlier ART initiation compared to its 2013 guideline [32] . Thus, our recommendation is strengthened by the WHO discussion and it warrants further attention. The costs implication of prolonged treatment, however, should be further studied to determine whether the costs reduction and long term costs saving resulting from early treatment offset the costs of prolonged treatment. 2) Alternative diagnostics. Before ART initiation, costs are dominated by laboratory tests (CD4, viral load, and routine laboratory tests) followed by outpatient visits and hospitalization. After ART initiation, costs were dominated by ARV drugs followed by laboratory tests. Although costs reductions in hospitalization and ARV use might be difficult to realize, reductions are possible for laboratory test costs, as is found in the DART trial in four African countries [33] , which showed that ART can be delivered safely without routine laboratory monitoring for toxicity. A study within the same hospital clinic with our study demonstrated that the total lymphocyte count (TLC) is a good alternative for CD4 cell count as it is much cheaper and easier to implement in rural settings. Combining TLC test results with an algorithm of simple patient characteristics could save US$14 per patient compared with the current scenario [11] . Also, De Jong et al. [12] in Indonesia (study conducted at the same clinic as our study) and Kumarasamy et al. [34] in India found that TLC may reduce the need for routine CD4 measurements during ART (excepting the first year of treatment). In more recent studies, however, it is found that TLC may not be a reliable predictor for CD4 cell count in HIV-infected individuals in certain settings [35, 36] , while it is reliable in others [37] [38] [39] [40] [41] . Therefore, caution is needed in applying TLC test as a replacement for CD4 test as it seems like the success of its application is varied, depending much on the specific settings and population in which it is applied. In Indonesia, another method to reduce laboratory costs is proposed by Indrati et al. [13] , who found that a dual-test or single rapid-test algorithm (instead of a serial three-test algorithm) may be just as accurate and more cost-effective, although the single rapid-test should be interpreted carefully. Although these alternative laboratory testing methods may lead to costs reductions, more research is needed to determine the potential cost savings.
Regarding our second research question about scaling up ART, the study indicates that although increased ART coverage may cause a large increase in health expenditure in the short run [23, 42] , it could potentially save costs in the long run. By reaching more people in need of ART, assuming that these are detected at earlier stages, costs related to opportunistic infections and hospitalization may be avoided as has been shown in our study. Importantly, providing ART can also act as HIV/ AIDS prevention [43, 44] because ART treatment reduces transmission rates. Universal voluntary HIV testing and early ART could therefore have a major effect on the HIV/AIDS epidemic and could be cost saving [29, 45] . The costs of treatment of new HIV infections Hospitalization -----will be averted and may potentially free resources to prevent even more infections [14] . Considering these findings, we suggest further study regarding advantages (e.g., health benefits of early treatment) and disadvantages (e.g., budget impact) of scaling up ART in Indonesia from both the short run and long run perspectives.
In terms of the location for scaling up ART, we cannot draw strong conclusions on the basis of the costing analysis in the hospital only. Yet, there seem to be advantages in scaling up ART at the community level as this may potentially increase early detection and reduce the burden in hospital clinics [46] . Also, the shorter waiting and travel time to the clinic may lead to lower patient's costs and better uptake and adherence of ART [46] [47] [48] [49] . In this scenario, the hospital and community health centres will have different roles ( Table 5 ). The hospital will be a referral centre for complicated AIDS cases and treatment of OIs just as current practice [46, 50] . Because patients become relatively stable over time (indicated by decrease in hospitalization and OI treatment over time) they could continue ART at community clinics, reducing the hospital burden. Patients that initiate ART at >200 cell/mm 3 could also obtain ART at the community health care center, as our analysis suggests that hospitalization and OIs are rare in this population. In addition, patients mostly utilize first line ARV, and no patients with CD4 cell counts >100 cells/mm 3 switch to second line ARV ( Table 2 ), indicating a low rate of treatment failure within this group [51] . As such, the ARV distribution (in terms of medicine type) in community/ primary health care centres for patients with CD4 cell counts >100 cells/mm 3 might not be too complex, as most patients are likely to require only first line ARV. Currently, there are only two primary health care centers in Bandung that provide ART, which presents considerable potential to increase the service to other community clinics.
However, providing ART at all community health clinics in Indonesia at this stage seems inefficient due to the low HIV prevalence in the general population which will result in a low patient load per clinic for which all community staff will require training [52] . Therefore, providing HIV services through clinics in certain high prevalence settings such as prisons or cities may be preferable [53, 54] , although this strategy requires further study.
Regarding our third research question about patients' financial burden, the study shows that patient costs per visit are US$10 and US$11, for patients with CD4 cell counts below and above 200 cells/mm 3 . This relates to approximately 14 and 7 % of their monthly expenditure (a proxy of monthly income), respectively. Especially for patients with CD4 cell counts <200 cells/mm 3 these costs could be a barrier, as it exceeds 10 % of their monthly expenditure and can be considered to be catastrophic for a household economy [55] .
Transportation comprises the highest proportion of costs: 62 and 43 % for patients with CD4 cell counts below and above 200 cells/mm 3 , respectively, and this is comparable with the finding of Riyarto et al. [16] in Indonesia. A study by Haroen et al. [49] in Bandung, Indonesia, and international studies by Portelli et al. [47] , Brinkhof et al. [48] , and Posse et al. [15] have shown that transportation costs are a common reason why patients cease ARV. This information provides another reason to scale up ART at community level, as it likely reduces transportation costs for patients and may increase the uptake of ART, especially of patients with CD4 cell counts <200 cells/mm 3 .
Study limitations
Our results should be interpreted with some caution. First, this study has evaluated a contextualized ART service delivery model, which may hamper the generalizability of its results. Cost structures and levels as well as patient populations are likely to vary between clinics, and specific costing studies for other settings (e.g., other hospitals, community/ primary health centers, and prisons) should be considered. Caution should be exercised when interpreting our result in other resource limited settings. Second, we may have overestimated the total patient costs of seeking and undergoing care as this was based on assumptions regarding patients' labour productivity losses, and not on empirical data collection on these losses per se. Third, although we have conducted a time motion study to control for inefficiency in personnel performance and equipment use related to ART delivery in the clinic, discrepancies may still exist, and we may have overor undervalued the total costs. Fourth, we did not perform any comparison between WHO CHOICE estimates (that we used for calculating inpatient cost) and any local data. Although this is an important aspect, currently there is very limited local data available to do this comparison. Fifth, it is important to note that the unit costs and prices data that we used are from year 2010-2012, depending on availability. As such, we believe these unit costs have changed overtime and our results should be interpreted with this note in mind (e.g. ARV drugs prices may have decreased since government are producing more ARV locally [2] , patients monthly expenditure has been rising due to inflation).
Conclusion
Three main conclusions can be derived from our study. First, we show that the costs of providing ART are highest during the early phase of treatment, and will decrease and stabilize as treatment progresses. Second, our findings suggest that costs reduction can be potentially realized by early treatment initiation (which may reduce hospitalization, OI drug/treatment costs, and patient mortality) and by applying alternative laboratory tests with caution. Third, scaling up ART at the community level in certain high prevalence settings has potential to save costs and improve uptake and adherence. However, provision of ART at all community clinics seems inefficient due to the low prevalence in the general population and options to select certain clinics in high prevalence areas need further investigation. Table 7 Average unit costs of OI treatment by CD4 cell count at the beginning of ART (US$) 
